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M
ega-disasters the scale and scope of Hurricane Katrina
have been exceedingly rare in the USA. Nonetheless,
careful study of such disasters can provide lessons learned
that can lend essential insights to guide planning for future
events of any size.
1 Such disasters can also expose previously
under-recognized frailties in society that, like the under-built
levees of New Orleans, readily buckle under stress. One such
frailty exposed by the storm was the health care safety net.
Katrina was in many ways the “perfect storm” not only
because of her meteorological characteristics but because she
struck a portion of the world with high prevalence of chronic
conditions, high rates of uninsured, and a geographically and
financially consolidated safety net system.
2 At the heart of the
devastated area was the Medical Center of Louisiana at New
Orleans (formerly known as Charity Hospital), the primary
source of first-contact and chronic disease care for hundreds
of thousands of uninsured and underinsured persons in the
Greater New Orleans area. Katrina’s devastating flood ren-
dered this Center completely inoperable. This confluence of
events left hundreds of thousands of vulnerable patients with
chronic conditions in the most densely populated hurricane-
affected areas suddenly with no access to care.
In this issue of JGIM, the Hurricane Katrina Community
Advisory Group present the findings of their telephone survey
assessing the impact of Hurricane Katrina of survivors with
chronic disease among a sample from New Orleans and other
affected areas.
3 In their large representative sample, one in five
persons reported having cut back or terminated treatment for
a major chronic illness after the hurricane. Characteristics
independently associated with treatment disruption included
age younger than 65, having fewer relatives within and beyond
hurricane-affected areas, and suffering two or more geographic
relocations by early 2006, roughly 4–6 months after the
disaster. Insurance was not an independent predictor in
multivariable analysis, but this variable may have been
difficult to disentangle from age, given the role of Medicare.
Their complementary listing of respondents’ self-reported
reasons for treatment interruption highlighted limited access
to physicians and medications, insurance/payment issues,
and competing demands for patient’s time and attention.
These factors are strikingly similar to those reported in
research among Americans experiencing homelessness in the
absence of major humanitarian disasters.
4,5
Minimizing disruption to the care of persons with chronic
disease requires weaving a health care safety net resilient to
the stress of disasters and to the more personalized disasters
such as job loss or loss of one’s home.
6 The design of a resilient
health care safety net should pivot on recognition that
continuing care for patients with chronic illness and their
associated complex needs requires sufficiently nuanced poli-
cies. We posit that a health care safety net, capable of caring
for patients with chronic disease during routine times and
disasters, must take account not one, but three types of
“homes”, each interdependent and supporting the other.
Health care policies to shore up the safety net should drive
the development of a web-enabled “medical home”,
4,5 a
portable financing mechanism for their care, an “insurance
home”, and sufficient social support and resources to allow for
self-care and management sufficient to help them respond to
life’s challenges, a “social home”.
THE WEB-ENABLED “MEDICAL HOME”
Health outcomes and quality of care are typically better in
health systems that emphasize primary care.
7 The “medical
home” refers to the infrastructure capable of rendering that
care effectively, i.e., the point of “first contact” for new
problems while retaining the essential properties of compre-
hensiveness, continuity and coordination,
8 and capable of
empowering patients for self-care. The terminology of the
“medical home” speaks most directly to the physician practice
model and the mechanisms to assure quality of care in the
context of a particular practice location through team-based
care.
9–11 However, the stability of a patient’s connection to a
particularpracticelocationcanberenderedephemeralasacutely Publishe online July 31, 2007
JGIM
1377evidenced when Katrina destroyed the vast majority of the bricks
and mortar of the New Orleans medical infrastructure.
As such, the “medical home” should be accessible virtually to
both providers and patients to mitigate breaks in chronic
disease care. An example is the web-based client–server tech-
nologies developed for the multisite program caring for Boston’s
homeless before the turn of the millenium.
12 Web-based,
interoperable electronic medical records capable of population
assessment would allow physicians to identify patients at
greatest risk, even if the physician is displaced, and help direct
them to nearby care. For example, countless physicians in the
hurricane-affected areas fretted over remembering which
patients in their panels were on chronic anticoagulation or
undergoing cancer treatments. Similarly, patients require a
virtual portal to their own records so that they can provide
critical health information to new pharmacies and providers.
THE “INSURANCE HOME”
Outside of emergency rooms subject to EMTALA requirements,
care rarely transpires without money to pay for it. In this
regard, Katrina has offered up a particularly unfortunate
lesson about the design of a health care safety net. The loss
of the geographically centralized Charity Hospital and associ-
ated clinics due to Hurricane Katrina eliminated not just the
structural medical home, but fully arrested the financing of
care for nearly one in five persons the New Orleans region. This
situation reflects a historic policy decision, one not unique to
Louisiana, to finance the health care safety net through
institutional payments that are fully tied to a designated set
of safety net hospitals contained within the Charity system
(complemented by relatively restrictive access to Medicaid).
2 As
a result, nearly 2 years after Katrina hit, most safety net
primary care in New Orleans continues to be delivered through
voluntary organizations that enjoy only modest state support
and rely on the largesse of the federal government, founda-
tions, personal donors, and even the Middle Eastern nation of
Qatar. Meanwhile, the state funds theoretically targeted to
provide chronic disease care for the poor of New Orleans
remain institutionally locked in the coffers of a health care
delivery system that cannot deliver much primary care due to
loss of a set of buildings.
An ideally resilient safety net necessitates an amicable
departure from this notion of the safety net and depends upon
each patient having an “insurance home.” Ultimately, funds
must follow the patient (not the building), a step that will likely
require expanding insurance coverage either through Medicaid
or other innovative programs.
THE “SOCIAL HOME”
The patients’ reported barriers to care remind us that while the
web-enabled “medical home” and the “insurance home” are
necessary components of a more resilient health care safety
net, they are not likely to be sufficient to assure successful
continuing care for patients facing future disasters. Wang’s
data show the independent detrimental impact of social factors
such as the experience of multiple relocations and the lack of
relatives and other forms of social support, all of which were
associated with disruptions to disease care. These findings
point toward the third and important “social home,” an
expression we propose to encompass both the physical spaces
in which people live and the social networks that buffer and
protect individuals from disruptions to health care.
13 Sadly, the
survivors of Katrina have discovered anew what was already well
known from studies of North America’s homeless, that home-
lessness ultimately pits competing needs against health care,
4
with complementary disruptions of primary care and increased
reliance on emergency departments and hospitals.
14
At first blush, some health care providers may shy away
from considering the “social home” part of our proper terrain of
work beyond influencing the design of delivery and financing of
health care. In daily practice, the tools at our disposal include
routine incorporation of social workers into medical home
teams, reimbursement of the medical home for these services
and strong, systematized partnerships between medical provi-
ders, and social service agencies.
8,10
Beyond that, it should be remembered that a history of
publications on the care of the homeless highlight the historic
role of health care providers in grappling with these issues
directly.
15 Housing itself is a recognized “structural interven-
tion” for the care of patients with chronic disease such as
human immunodeficiency virus.
16 Patients with a stable living
environment demonstrate better adherence to chronic therapy
and have lower unanticipated hospitalization and emergency
room visits. Additionally, health care providers represent
crucial witnesses and advocates for the provisions of more
stable living arrangements, such as permanent modular
housing, like Katrina Cottages, rather than FEMA trailers, for
those suddenly homeless from disasters.
17
Data from the survivors of Katrina help us to consider that the
ideal health care safety net should be resilient enough to restore
care relatively quickly, without leaving thousands at continuing
risk of disruption for chronic conditions. The findings of the
Hurricane Katrina Community Advisory Group suggest that the
system available to citizens of the Gulf Coast was profoundly
lacking in such resilience. This insufficient resiliency underlies
much of the nation’s entire health care safety net and needs to
be addressed to avert the kinds of problems faced by Americans
in the event of future massive disruptions in care systems.
Policies are called for that support the development of web-
enabled “medical homes”,p o r t a b l eh e a l t hc a r ec o v e r a g e ,a n
“insurance home”, and assure rapid reconstruction of the “social
home” such as through stable domiciles. This will help to build a
health care infrastructure that can provide care beyond clinics
to ensure a resilient safety net for those with chronic illness, not
only for disasters, but for everyday.
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